This commentary arose from deliberations at the summer school on 'Global Health Diplomacy' at the University of Oxford, in 2019.[@ref1]

Global health diplomacy (GHD) is a cross-disciplinary (national security, public health, international affairs, management, law, economics and trade policy), multilevel (government and non-government) and multistakeholder (civilians, community groups, non-governmental organizations \[NGOs\]) negotiation process that shapes and manages the global environment for health.[@ref2] The subsequent evidence base, interventions, monitoring and outcomes provide a foundation for legislation and global governance that has the potential to place cancer prevention and treatment strategies higher up on the World Health Organization (WHO) agenda. Hence there is a need to build skills and capacity in cross-cultural competency for GHD in the field of cancer care.

While traditional diplomats require additional engagement of health experts in an increasingly complex global health arena, GHD has pre-existing negotiating capacity with health policymakers of low- and middle-income countries (LMICs) to effectively sustain and manage health negotiations across multilateral stakeholders. These may include NGOs and non-state actors who play a crucial role in lobbying governments, generating new norms, shaping health policy and identifying and engaging powerful institutions, interests and ideological positions within different levels of government. For example, the tobacco, alcohol, food and soft drinks industries may undermine research findings and put profits over public health.

An important development in GHD is accredited health attachés who represent and link public health institutions in one government with their counterparts in another government.[@ref3] These officials have formal expertise to collect, analyse and act on information concerning health in a foreign country and cultivate relationships between public health and foreign affairs stakeholders and institutions.[@ref4] Furthermore, specially trained experts in GHD can understand that the epidemiology and needs of cancer planning in low- vs middle-income countries---for example, the incidence and treatment strategies in China and Uganda---may be completely different due to their economic and political clout. Accredited health attachés may have a better understanding and insights into these differences and guide implementation of policies and flow of funds from high-income countries (HICs) to LMICs.[@ref2]^,^[@ref3]

GHD can help address the incongruence in cancer care between LMICs and HICs by utilizing the diplomatic negotiating process to develop their own affordable and effective diagnosis and intervention. This can be achieved by the increased availability of affordable drugs, upgrading of imaging equipment and utilization of task shifting to operate such devices, along with capacity building in palliative care using existing infrastructure and upgrading of existing resources. However, cancer often requires access to specialized care centres and chemotherapy, commodities that are in short supply in LMICs. We suggest pairing programmes to link cancer treatment facilities in HICs with those in LMICs that have a track record of effectiveness.[@ref5] A collaborative of medical and economic scientists[@ref6] suggested an essential package of cost-effective measures for LMICs: prevention of tobacco-related cancer and virus-related liver and cervical cancers; diagnosis and treatment of early breast cancer, cervical cancer and selected childhood cancers; and widespread availability of palliative care, including opioids. They suggested that interventions would cost an additional US\$20 billion/y worldwide, constituting 3% of total public spending on health in LMICs. With implementation of an appropriately tailored package, most countries could substantially reduce suffering and premature death from cancer before 2030.

The ability of governments to develop an effective health and fiscal policy aimed at improving lifestyle factors and preventing non-communicable diseases is directly correlated with the effectiveness of their negotiating capacity and building a national consensus. Traditionally, healthcare workers from LMICs do not have an opportunity to participate in international medical conclaves because of economic and visa requirements, which negatively impacts their ability to create multilateral networks needed to inform health policy. There has been a welcome change in setting up satellite conferences in LMICs, such as one in 2020 in India, under the umbrella of the European Society for Medical Oncology. These satellite conferences will be led by international and local key opinion leaders and will lead to increased collaboration between HICs and LMICs.[@ref7] Such events create opportunities for collaboration led by principal players in an essential alliance to achieve population health improvements, including the European School of Oncology, European Cancer Organisation, American Cancer Society and the WHO.

GHD is well placed to bring about optimal multilateral stakeholder leverage and outcomes in the prevention and control of cancer, one of the main non-communicable diseases which kill \>2.2 million people every year in the WHO Eastern Mediterranean Region, with cancer being responsible for 400 000 of these deaths, and this continues to increase due to unhealthy lifestyles.[@ref8] Rather than impose cancer planning solutions devised in HICs on LMICs, it is important to create an evidence base for health practitioners in LMICs through focused primary research, which involves all stakeholders and impacts the broader infrastructural challenges to healthcare aimed at global cancer policy and governance.[@ref1] However, the incidence of cancer is predicted to double by 2035, with the greatest increase expected in LMICs due to an ageing population, risk factors such as tobacco use, lack of screening and affordability of medications.[@ref9] The urgency of the situation means that we cannot afford to procrastinate, that much is clear. The time to take concerted action against cancer in LMICs has come. No single organization or NGO can address the looming cancer epidemic alone, so we must combine our resources and skills to negotiate access to the necessary expertise to support impactful cancer planning in LMICs.

Although a nascent field, GHD, with its multilateral collaboration across health, education, transport, trade and commerce, planning and development, security services (e.g. access to morphine) and foreign affairs, can facilitate improved cancer control. The action plan should include the following: strengthen health systems to address cancer, including the integration of cancer prevention and intervention into primary care; support for low-cost, sustainable prevention programmes, including standardized curricula and digital training programmes; development of equitable cancer treatment through affordable biosimilars; integrating palliative care into treatment regimens and building support for advocacy organizations to raise awareness of cancer via media campaigns and the formation of cancer societies.[@ref10] Achieving and sustaining a collective action plan for improved outcomes for cancer can only be realized by the generation and implementation of comprehensive negotiation strategies aimed at incorporating the principles of prevention, protection, promotion and accountability in a culturally sensitive manner.[@ref11]

GHD should be ready to tackle the great societal issues before us, such as the adverse effects of climate change,[@ref12] the tobacco and vaping industry,[@ref13] increased taxes on the sugar industry[@ref13] and antimicrobial resistance.[@ref14] These issues will require concerted effort, national and international policy and implementation, and enforcement of regulations with the involvement of the World Trade Organization, WHO, International Monetary Fund and global multinational companies. Global health diplomats should also learn to navigate the rapidly changing preferences of young people and the influence of social media---it may be very difficult to end the epidemic of nicotine addiction among kids, as witnessed by the twists and turns of the e-cigarette and vaping controversy.[@ref15]

It is now recognized that healthcare providers in HICs can also learn from colleagues in LMICs. GHD can facilitate effective and evidence-based healthcare practices, such as the model of Aravind Eye Hospitals in India. By concentrating on efficiency and hygiene, differences have been eliminated between the surgeries done for paid and non-paid patients.[@ref16]^,^[@ref17] We propose that GHD include the study of public--private partnerships, which can provide specialized services such as dialysis, kidney transplantation and corneal transplantation in LMICs. Jindal et al. have shown that the public--private partnership strategy is a win--win for both the USA and the host nation, and can be adopted by other US humanitarian agencies with minimal costs to taxpayers.[@ref18]

The international response to the Ebola outbreak in 2014 was a clear illustration of the need for GHD.[@ref21] Equally important was the review of the WHO during the outbreak that found the 5-month delay in the declaration of a public health emergency of international concern and the lack of coordination among WHO member states regarding travel bans hampered rapid and effective response by the global community and reflected the importance of GHD in critical emergency health situations.[@ref10]

In conclusion, GHD can assist LMICs in negotiating across multilateral stakeholders to integrate cancer care into their commercial and trade policies. This will lead to collaborations with multilateral and diverse stakeholders to alleviate the suffering of cancer patients. However, more must be done to raise the profile of GHD by delivering structured training courses for diplomats, clinicians, politicians, policymakers and security forces.
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